SUMMARY Lymphocytic gastritis is a histopathological entity characterised by the accumulation of small lymphocytes in the surface and foveolar epithelium. In order to investigate the correlation between endoscopy and histology in this condition, 192 observations selected on the basis of a presumed diagnosis of erosive or varioliform gastritis were reviewed. Ninety two instances corresponded to lymphocytic gastritis, while 100 did not show any particular microscopic feature and were labelled non-specific gastritis. There was a good correlation (48 of 58) between the diagnosis of the so-called varioliform gastritis and the histological evidence of lymphocytic gastritis. The correlation was even better when nodules, erosions, and enlarged folds were considered. Lymphocytic gastritis has a typical endoscopical appearance consisting of nodules, erosions, and large folds predominating in the gastric body. This contrasts with non-specific gastritis, which affects the antrum and produces erosions on a flat mucosa.
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We have previously described a histopathological form of gastritis characterised by a dense epithelial lymphocytic infiltration. Using this criterion for further research, this entity has been labelled 'lymphocytic gastritis'. ' Our preliminary investigations have suggested the presence of a correlation between lymphocytic gastritis and the endoscopical features of nodules, thickened rugal folds, and erosions. These features appeared unusual and different from those seen in chronic gastritis. 23 The aims of the present retrospective study are to evaluate the correlation between endoscopic erosive or nodular forms of gastritis and the histological picture of lymphocytic gastritis, and to define the basic endoscopical lesions indicating a diagnosis of lymphocytic gastritis. The biopsy specimens were oriented under a magnifying lens in gelose solution at 56°C. After cooling, the solidified block of gelose and tissue was embedded in paraffin and 51t slices were made. Haematoxylin and eosin saffron stain was used.
Methods
The histological observations were made by two pathologists independently of each other. The diagnosis was based entirely on the presence of intraepithelial lymphocytes. The cases where intraepithelial lymphocytes were abundant were classified as lymphocytic gastritis. Based on previous studies, the ratio of 30 lymphocytes/100 epithelial cells in the areas of maximal lymphocytic concentration was used as the limit for inclusion of a case in the study.' 2 The cases where the number of lymphocytes was lower than this limit were considered as 'non-specific' gastritis. The two pathologists agreed on the classification of biopsies before the lymphocyte count. In all instances of lymphocytic gastritis, and especially in the specimens taken from the body, lymphocytes accumulated in the surface and foveolar epithelium giving to that structure an intensely basophilic appearance at low magnification. At higher magnifications, the lymphocytes were clearly distinguishable from the background of epithelial cytoplasm and nuclei by their dark staining; and were surrounded by a clear rim (possibly artefactual because of retraction). Most were found at the base of the epithelium. (Figs 1, 2 ). The concentration of lymphocytes varied from place to place, however, and one of the characteristics was its heterogeneous distribution.
Lymphocytic invasion of the epithelium was the typical hallmark of the disease, the other features being less prominent. Pits appeared slightly elongated and corrugated although without apparent decrease in their secretory activity. Lymphocytes and plasma cell infiltration of the lamina propria was present, albeit minimally in most specimens.
There was no strict parallel between the inflammatory aspect of the lamina propria and the lymphocytic infiltration of the epithelium. In the areas of erosions, the presence of polymorphs obscured the typical picture. Such an infiltrate may be heavy, invading the epithelium and forming crypt abcesses. Careful examination, however, enabled the discovery of quite numerous lymphocytes within the inflammatory infiltrate.
Conversely, the histological picture of 'nonspecific' gastritis was variable. In some cases, the lamina propria was oedematous and sometimes haemorrhagic with few inflammatory cells. In others, the picture was that which usually has been described as chronic atrophic gastritis. 9 (Fig. 6) or appearing across or on top of enlarged folds (Fig. 5) . Table 2 shows that endoscopical features differed considerably in the two histological types of gastritis. The pathological expression of lymphocytic gastritis was the nodular appearance (68%). Moreover, large folds, which were present in more than one third of lymphocytic gastritis cases, were found in only 2% of the non-specific cases. For both types of lesions, the Fic. 4 Fig. 5 statistical difference was highly significant (p<O.OOl).
A detailed study of the types of nodules observed in lymphocytic gastritis (Table 3) showed that they may vary from simple to polypoid, umbilicated or eroded nodules. Erosions outside nodules were found in both types of gastritis but were more frequent in the 'non-specific' type. Very frequently in lymphocytic gastritis they were seen on the top of enlarged folds.
Association of lesions (Table 4)
In non-specific gastritis, the association of lesions described as basic on a macroscopical pattern -that is, enlarged folds, nodules, and erosions, was rarely observed. The combination of two types of lesions occurred in only 6% of the cases, and the association of three types of lesions was extremely rare (1%). (Table S) Differences between the two histological types of gastritis were striking, lymphocytic gastritis being a disease extending to the entire stomach (76%) or restricted to the body (18%). Purely antropyloric locations were rare (6%). In cases of diffuse gastric involvement, most basic lesions were found in the body, relative to which the antrum was spared. On the contrary, non-specific gastritis was observed nearly exclusively in the antropyloric region (91%). Pure body locations were infrequent (3%) and the entire stomach was involved in only 6% of the cases.
ADDITIONAL DATA Endoscopical aspects of the mucosa between the lesions There were no major endoscopical differences between the two conditions. In most of the cases of lymphocytic and non-specific gastritis, the mucosa appeared normal (67% and 80% of the cases respectively) or reddish (32% and 12% of the cases respectively). A macroscopical pattern suggestive of an atrophic gastritis was rarely observed (1% of the lymphocytic and 4% of the non-specific gastritis).
Duodenal extension
The extension of the endoscopical lesions to the duodenum was not significantly higher in non-specific gastritis (36%) than in lymphocytic gastritis (26%) ( Table 5 ). In the duodenum, the same difference in basic lesions was observed -that is, nodules were more frequent in lymphocytic gastritis than in nonspecific gastritis.
Other endoscopicalfeatures Non-specific gastritis was more frequently associated with hiatal hernia than lymphocytic gastritis (13 cases against four). The same was true for oesophagitis (nine cases against five) and duodenal ulcer (13 cases against three). A peptic ulcer was found in four cases of lymphocytic gastritis but in only one case of nonspecific gastritis.
X2 Analysis showed that duodenal ulcer was significantly more frequent in non-specific gastritis than in lymphocytic gastritis while the association with hiatal hernia was borderline significant. There was no significant association between lymphocytic gastritis or non-specific gastritis and oesophagitis or peptic ulcer.
Discussion
We have previously reported on a new histological entity 'lymphocytic gastritis'. On the basis of preliminary data, we have suggested that this entity may be associated with a specific endoscopical and clinical pattern.23 "In the present article, we have confirmed this hypothesis by means of a retrospective review of unselected material.
Lymphocytic gastritis is characterised by the presence of nodules, erosions, or enlarged rugal folds. A typical endoscopic feature of the disease is polymorphism. Indeed, although the basic lesions can be isolated there is often an association of two or three of these types of lesions. The nodules differ in type and size and exhibit various forms in the same patient for the same endoscopy. The location of the basic lesions is also characteristic. The body is the predominant site for the disease either alone or together with the antrum. This is in complete contrast with the cases of erosive 'non-specific' gastritis, which mainly produces erosions on a flat mucosa almost invariably in the antropyloric region.
The basic endoscopical lesions seen in lymphocytic gastritis have been reported by several authors as a picture of subacute or chronic gastritis with a rash of mucosal nodules that can be simple or eroded and can culminate in a central umbilication. In the same patients, enlarged folds have also been observed.7 [12] [13] [14] [15] There is still disagreement, however, about the definition, limits, and even the very existence of this radiological and endoscopical entity, which has been labelled 'varioliform gastritis',5610 'chronic erosive gastritis',7 8 or 'chronic verrucous gastritis'. 16 The limits of this entity have always been quite vague, and its diagnosis uncertain because of the absence of any reliable histopathological pattern. Consequently, some well known pathology textbooks do not even mention it.9' Our own retrospective review reflects the difficulties met by our team of endoscopists: in spite of full descriptions of the basic lesions found in the files, the diagnosis varied between varioliform, aphthoid, and erosive gastritis.
Although a detailed and expanded discussion of the terminology used in the literature is beyond the scope of the present work, our study shows a good correlation between the diagnosis of 'varioliform gastritis' and the presence of histological features defined as characteristic of lymphocytic gastritis. There is a clear cut difference between the topography of the lesions observed in lymphocytic gastritis and non-specific gastritis. The cases of varioliform or aphthoid gastritis corresponding to the histological picture of non-specific gastritis were, as a rule, restricted (in all but nine cases) to the antropyloric region while the cases corresponding to lymphocytic gastritis were spread to the entire gastric mucosa or located in the region of the body. This is in keeping with previous endoscopical reports suggesting the existence of two different types of varioliform gastritis: one termed 'diffuse varioliform gastritis' involving the whole stomach and a second termed 'antral varioliform gastritis' restricted to the antrum.6 14 We feel that the histological support provided by our previous works and by the present report will improve the diagnostic accuracy of what we may now consider a morphological entity with a macroscopic and microscopic correlate. In order to improve the understanding of lymphocytic gastritis, further work based on prospective data is mandatory. An immunological study exploring the aetiopathogenic mechanisms of the disease would also be appropriate. The presence of a large number of lymphocytes in the epithelium probably offers a suitable starting point for such an investigation. Possible models for such studies could be the coeliac disease in which there is also an increased proportion of intraepithelial lymphocytes and the lymphoepithelial complexes seen in digestive lymphomas. Nevertheless, at the present time, any comparison would only be speculative since coeliac disease involves the small intestinal mucosa'7 18 while lymphoepithelial complexes are linked to the development of a tumoural condition of the stomach. '9 endoscopic and histological study. 
